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Abstract 


To date few studies have been conducted to assess the preparation of health educators in the area of cultural sensi- 
tivity and competence. The purpose of this study was to assess efforts and opportunities offered by health education 
professional preparation programs to prepare health educators in the area of cultural competence. One hundred 
fifty- seven department chairs or program coordinators completed a survey to elicit information regarding cultural 
competence and professional preparation programming. Results of the study suggest that most health education 
professional preparation programs are not offering courses entirely devoted to cultural competency. Nonetheless, it 
appeared that most programs are adequately addressing cultural competency content-related areas in their courses. 
The results also showed that most faculty members are committed and feel comfortable with addressing issues of 
cultural competency with their students. Findings from this survey support the need for the implementation of 
standardized cultural competency training for faculty members, cultural competency required courses for students, 
and for discipline-specific standards for cultural competency among health educators. 


INTRODUCTION 

Culture has been defined as the values, 
beliefs, attitudes, and customs that influence 
an individual’s perception of health and ill- 
ness as well as their health practices and 
behaviors. 1 " 3 The literature suggests that 
cultural patterns are influenced by a 
person’s country of origin, socioeconomic 
status, rural vs. urban upbringing, gender, 
age, and religious practices. 4 " 6 Given the 
importance of culture in the health status 
of individuals, it has been argued that un- 
derstanding cultural concepts is vital to the 
delivery of health related programs includ- 
ing health education. 4, 7,8 This is of particu- 
lar importance considering the increasing 
diversification of the U.S. population. 9,10 It 
is estimated that by 2020, the percentage of 
the White, non-Hispanic population will 
decrease to 61% of the U.S. population. 11 

The roles and responsibilities established 


by the Role Delineation Project 12 , the Com- 
petency-based Framework for Professional 
Development of Certified Health Education 
Specialist [NCHEC], 13 and the most recent 
National Health Educator Competencies 
Update Project 14 established the assessment, 
planning, implementation, and evaluation 
of programs as the key job responsibilities 
for health educators. What these seminal 
documents fail to address directly is the in- 
creasing cultural, racial, ethnic, and national 
origin diversity present among members of 
the U.S. population. The lack of explicit 
guidelines in these guiding documents for 
the profession relative to dealing with cul- 
tural diverse population could have pro- 
found implications for the effectiveness of 
programs targeting traditionally disadvan- 
taged population groups, which may es- 
pouse cultural beliefs and practices differ- 
ent from the mainstream population in the 


Us. 15 . 16 Moreover, researchers have estab- 
lished the need, opportunity, and method 
for addressing multicultural issues in health 
education. 1, 15,17-19 

Realizing the challenges and opportuni- 
ties faced by health care organizations in 
general 20 and health educators in particu- 
lar in reaching diverse populations, the 
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American Association of Health Education 
(AAHE) 21 released its Cultural Awareness 
and Sensitivity: Guidelines for Health Edu- 
cators publication in 1994. In that document 
the organization called for health educators 
to become culturally aware and sensitive. 
However, there is no published evidence 
that the guidelines were widely adopted by 
health educators. In its continued effort to 
attract and better serve diverse populations, 
AAHE established the Multicultural In- 
volvement Committee in 1994 with the 
mandate to “fulfill the AAHE goal of cul- 
tural pluralism.” 22 This standing commit- 
tee has sponsored a series of research-based 
presentations at the annual meeting and its 
annual forum at the conference focuses on 
an issue of interest to diverse populations. 

While the field of Health Education has 
failed to develop a comprehensive plan for 
addressing the diversification of the U.S. 
population, much has been written to ad- 
dress the changing demographics in sister 
disciplines such as medicine. In 2004, the 
Institutes of Medicine (IOM) released a 
landmark report addressing the need to di- 
versify the U.S. health care workforce. 
Among the recommendations were the fol- 
lowing: managing admission processes to 
facilitate a more diverse student body, de- 
creasing financial barriers experienced by 
members of under represented groups, and 
making diversity a component of accredi- 
tation processes. 23 Wells argued for the in- 
clusion of diversity in the nursing field in a 
way that extended beyond respecting an 
individual’s differences, but that also in- 
cluded changes in institutional settings. 16 
Moreover, the elimination of health care 
disparities has been a driving force since the 
release of the Guidelines for Cultural Com- 
petence by the Office of Minority Health. 
Woolf, Johnson, Fryer, Rust, and Satcher 
have argued that health disparities and dif- 
ferences in access to health care services ac- 
count for differences in mortality rates 
among different population groups. 24 Oth- 
ers have recommended reforms in the 
health care system to address health dispari- 
ties among U.S. populations. 25,26 

The continued diversification of the U.S. 


population and the need to effectively reach 
them with culturally appropriate programs 
led the Joint Committee on Health Educa- 
tion and Promotion Terminology to expand 
the terminology utilized and accept the 
more contemporary term cultural compe- 
tence which it defined as: “The ability of an 
individual to understand and respect val- 
ues, attitudes, beliefs, and mores that differ 
across cultures, and to consider and respond 
appropriately to these differences in plan- 
ning, implementing, and evaluating health 
education and promotion programs and 
interventions.” 27 In contrast to the earlier 
term cultural sensitivity, the newer concept 
requires health educators to take into ac- 
count the needs of diverse populations in 
their programs and services. Therefore, edu- 
cational institutions have a professional re- 
sponsibility to provide learning opportuni- 
ties related to cultural competence to the 
students they prepare. It should be noted 
that achieving cultural competence is an 
ongoing process with a marked beginning 
and a life long commitment to achieve. 

To date few studies have been conducted 
to assess the preparation of health educa- 
tors in the area of cultural sensitivity and 
competence. 28-31 These studies have focused 
on the professional preparation of health 
educators as a way to address cultural sen- 
sitivity and competence among this group. 
Results of these studies showed that while 
many health educators are expected to 
address the needs of multicultural groups, 
most professional preparation programs 
(e.g., college, university) do not provide 
adequate training in this area. While these 
studies have assessed how professional 
preparation programs in health education 
prepared health educators in the area of 
cultural sensitivity, the results of such 
investigations do not provide an assessment 
of how health education professional 
preparation programs are currently ad- 
dressing cultural competence in their pro- 
grams. The purpose of the present study was 
to assess efforts and opportunities offered 
by health education professional prepara- 
tion programs at colleges/universities to 
prepare health educators in the area of 


cultural competence. 

METHODOLOGY 

Sample 

The study participants were selected 
from the AAHE Directory of Institutions: 
Offering Undergraduate and Graduate De- 
gree Programs in Health Education, 2003 
Edition. 32 The 2003 directory included the 
names of 255 institutions, the name of the 
department chair or program coordinator, 
and contact information. While the direc- 
tory might not have included the names of 
all the institutions that offer a degree in 
health education, the directory included the 
names of institutions that self-identify as 
providing degrees in the field of health edu- 
cation, including those programs accredited 
by the AAHE/National Council for the Ac- 
creditation of Teacher Education (NCATE), 
the Council on Education for Public Health 
(CEPH), and the Society for Public Health/ 
AAHE Baccalaureate Program Approval 
Committee (SABPAC). 32 The directory also 
included information on the type of 
degree(s) offered at each institution. The 
principal investigator (PI) received an up- 
dated version of the directory from AAHE 
that included the names of 31 additional 
institutions. All department chair or pro- 
gram coordinators were invited to partici- 
pate in the study. One hundred and fifty 
seven department chairs or program coor- 
dinators returned a completed survey for a 
55% response rate. 

Of the study participants, one hundred 
and twenty- four chairs or program coordi- 
nators (79%) indicated that their institu- 
tions offer a degree in health education, 
while thirty-three reported that they do not 
offer a degree in this field. Based on the zip 
code on the business reply envelopes, these 
institutions were located in 42 states across 
the nation. Out of those who offer a degree 
in health education, 44% of the programs 
offer both undergraduate and graduate de- 
grees in health education, while 39% offer 
only an undergraduate degree, and 17% 
offer only a graduate degree. Based on the 
information provided by the directory, it 
was determined that 39% of the institutions 
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offer only an undergraduate degree, 19% 
offer only graduate degree, and 42% offer 
both degrees. A one-way Chi-square analy- 
sis (% 2 = .47, df = 2, p = .79) indicated that 
the sample was no different from the popu- 
lation with regards to type of degree offer 
at these institutions. 

Instrument 

The authors developed a written survey 
based on an instrument developed by 
Doyle, Liu, and Ancona 29 and works from 
the multicultural health education litera- 
ture. The survey included the definitions of 
cultural competence and health education 
program, 27 as the understanding of these 
terms were critical for the purpose of the 
present study. A panel of three health edu- 
cators, with expertise in the areas of 
multicultural health and cultural compe- 
tence, established the content validity of the 
survey. All three health educators provided 
input into the wording of each of the ques- 
tions. If one of the individuals suggested 
deleting or modifying the question, all three 
needed to agree before it was done. In ad- 
dition comments were solicited from three 
college professors, who were former chairs 
or program coordinators, pertaining to clar- 
ity and wording of each of the questions and 
responses. The comments provided by these 
three individuals resulted in additional 
modifications to the questions. 

The survey included twenty closed- 
ended questions and three open-ended 
questions requesting information regarding 
the number of courses in each program with 
a focus in cultural competency, percentage 
of core courses that address cultural com- 
petence, participants’ opinion regarding the 
level of commitment in the area of cultural 
competency by the students in the program, 
and possible changes needed in the program 
in this area. Since most of these questions 
were descriptive in nature, and as such they 
did not fit a particular scale, the reliability 
of these items was not calculated. The sur- 
vey also asked participants to report on each 
content and skills covered in the courses 
dealing cultural competence. The partici- 
pants were asked to choose for a list of ten 
content areas and nine skills taught in the 


courses. The responses were then coded as 
a yes or no response for each item. Reliabil- 
ity analysis with the current data resulted 
in a Kuder-Richardson = .758 for the ques- 
tion regarding content areas and Kuder- 
Richardson = .798 for the question regard- 
ing skills. Finally, the survey asked the level 
of commitment, knowledge, comfort of fac- 
ulty members in the area of cultural com- 
petency, level of involvement of faculty 
members with ethnically/racially/ diverse 
groups outside academia. The responses for 
these questions include a five-point Likert 
scale reflecting the response categories of 
very committed to not committed; very 
knowledgeable to not knowledgeable; very 
comfortable to not comfortable; and very 
involved to not involved. These responses 
were similar to a scale used in a previous 
study. 31 A reliability coefficient, from these 
four items, calculated with the current data 
resulted in a Cronbach’s alpha = .826. 

Data Collection and Analysis 

The present study followed a descriptive 
research design during a five-month period. 
Each of the study participants received, via 
regular first class mail, a package including 
the survey, a cover letter, and a business re- 
ply envelope. The cover letter, addressed to 
each participant, explained the purpose of 
the investigation, issues regarding anonym- 
ity, and contact information for the PI. Im- 
plied informed consent was obtained from 
all study participants as required by the In- 
stitutional Review Boards from each of the 
institutions represented by the authors. As 
an incentive, participants were offered a 
copy of the preliminary results of the study. 

One hundred individuals completed and 
returned the survey within six weeks of the 
initial mailing. In order to increase the re- 
sponse rate, a second and a third follow-up 
package, including another copy of the sur- 
vey, was sent only to non-respondents after 
weeks seven and fifteen of the initial mail- 
ing. An identification code was used in each 
survey to identify initial respondents from 
non-respondents, without compromising 
the confidentiality and anonymity of the 
participants. Only those who did not re- 
spond to the initial mailing (N=186) re- 


ceived the second mailing. Forty-six indi- 
viduals completed the survey after the sec- 
ond mailing, while another eleven partici- 
pants completed the survey after the third 
mailing. In addition to the follow-up pack- 
age, the PI contacted the participants 
through e-mail before the initial mailing 
and between each of the subsequent mail- 
ings to remind participants of the impor- 
tance of their participation in the study. The 
PI received approximately twenty undeliv- 
ered e-mail messages due to wrong e-mail 
addresses or the participant no longer work- 
ing in the institution. When possible, the 
PI looked for the correct contact informa- 
tion of the chair/program coordinator 
through the institution’s website. Moreover, 
the researcher received e-mail responses 
from five participants indicating that they 
no longer worked at the particular institu- 
tion and, if they knew, they provided the 
researcher with the contact information of 
the current chair/program coordinator. 

The Statistical Package for the Social 
Sciences (SPSS vl2) was used for data analy- 
sis. In order to ensure the anonymity of the 
participants, the responses to the survey 
were entered into a database without the 
identification code. Descriptive statistics 
were calculated to examine the responses of 
the participants. 

RESULTS 

Results of the present study indicated 
that less than one-third of the programs 
(27%) offer a course entirely devoted to 
cultural competency. The titles of these 
courses range from “Cross-cultural health 
education,” “Cultural issues in health edu- 
cation,” “Multicultural aspect of health,” to 
“Race, ethnicity and health.” While most 
respondents (88%) indicated that their pro- 
grams address cultural competency through 
their core (i.e., required) courses, almost 
half (46%) reported that less than twenty- 
five percent of these courses address issues 
related to cultural competence. The partici- 
pants reported that most courses that in- 
clude issues related to cultural competence, 
address cultural competence through in- 
structional activities (82%) followed by 
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Table 1 . Information Regarding Cultural 
Competence Courses Among the Programs 


Category 

n 

% 

SE 

Offer course entirely devoted to cultural competence 
Yes 

33 

27 

.03 

No 

91 

73 


Address cultural competence through core course 
Yes 

109 

88 

.02 

No 

15 

12 


Percentage of core courses that address 
cultural competence 
0-25 

51 

46 

.12 

26-50 

13 

12 


51-75 

8 

7 


76-100 

37 

34 


Address cultural competence through a 
Instructional activities 

101 

82 

.03 

Class project 

76 

62 

.04 

Service learning 

67 

54 

.05 

Other activities 

15 

12 

.03 

Referred students to other programs for courses that 
address cultural competence 
Yes 

108 

87 

.04 

No 

16 

13 


Provided cultural/diversity training or education 
programs for your faculty members 
Yes 

24 

20 

.04 

No 

99 

80 



a Participants reported more than one response; thus, total percentage is more than 100. 
Note: Number and percentage are based on those who answered the question; table does not 
include missing data. 


class project (62%) (Table 1). 

The majority of the programs (87%) re- 
ported that they referred students to other 
department/programs within their institu- 
tion for courses dealing with cultural com- 
petency-related area (see Table 1). The par- 
ticipants indicated that they referred 
students to departments such as psychol- 
ogy, sociology, anthropology, and nursing 
among others. Some of the participants also 
indicated that their institution has several 
“diversity” related courses that are required 
as part of their undergraduate degrees. 
When asked if they provided cultural/diver- 
sity training or education programs for 
their faculty members, the majority of par- 
ticipants (80%) reported that they do not 
provide this type of educational opportu- 
nity (Table 1). 

The participants were asked to identify 
the ethnic, racial, and underrepresented 
groups addressed as part of their courses. 
More than 90% of the participants identi- 
fied African Americans and Hispanics as 
the two groups most covered as part of 
their courses. In addition, over two-thirds 
of the participants reported that their 
courses also cover issues related to Ameri- 
can Indian and Asia/Pacific Islander groups 
(Table 2). Separate questions sought to 
identify the cultural competency related 
content areas and skills addressed as part 
of these courses. The majority of the re- 
spondents indicated that “relationship be- 
tween health and culture” and “relationship 
between health and social issues” were two 
content areas most covered in their courses. 
In addition, over seventy- five percent of the 
participants reported that their courses 
address “health beliefs and practices of 
different ethnic/racial groups,” “cultural be- 
liefs and values of different ethnic/racial 
groups,” “health profiles of different ethnic/ 
racial groups,” “health issues and diseases 
disproportionately affecting ethnic/racial 
diverse groups,” and “demographic profile 
of diverse populations.” 

When asked what cultural competence- 
related skills were addressed in their courses, 
eighty-five percent of the participants re- 
ported that their courses prepare their stu- 


dents to be able to “design culturally appro- 
priate health education and health promo- 
tion programs for diverse ethnic/racial 
communities.” Over two-thirds of the par- 
ticipants reported that their courses also 
train their students to be able to “develop 
the ability to understand and respect val- 
ues, attitudes, and beliefs among diverse 
ethnic/racial groups,” “implement health 
education and promotion programs for di- 
verse ethnic/racial communities,” “develop 
culturally appropriate strategies and mate- 
rials,” and “provide health education and 
promotion programs to diverse ethnic/ra- 
cial communities.” Finally, among those 
programs that referred their students to 
other programs for cultural competence- 
related courses, seventy-six percent of the 


participants reported that courses outside 
their program addressed “cultural beliefs 
and values of different ethnic/racial groups” 
(Table 2). 

Over seventy percent of the participants 
reported that the faculty members in their 
department were either very committed or 
committed to cultural competency and 
were either very comfortable or comfort- 
able in addressing this topic. However, only 
sixty-three percent were either very knowl- 
edgeable or knowledgeable in the area of 
cultural competency. Similarly, only fifty- 
three percent of the faculty members were 
either very involved or involved with eth- 
nically/racially/ diverse groups outside 
academia and fifty-eight percent reported 
that the students graduating from their pro- 
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Table 2. Cultural Competence Related Content Areas and Skills Address as Part of Courses 

Category a 

n 

% 

SE 

Ethnic, racial, underrepresented groups address in courses within program 




African American/Black 

113 

93 

.02 

Hispanic/Latino 

1 12 

92 

.02 

American Indian/Alaska Native 

86 

71 

.04 

Asian/Pacific Islander 

81 

67 

.04 

Immigrants 

54 

45 

.04 

Refugees 

38 

31 

.04 

Gay/Lesbian/Bisexual/Tfansgender 

12 

10 

.03 

Other 

24 

20 

.02 

Cultural competency related contents areas within program 




Relationship between health and culture 

114 

93 

.02 

Relationship between health and social issues 

1 10 

90 

.03 

Health beliefs and practices of different ethnic/racial groups 

105 

86 

.03 

Cultural beliefs and values of different ethnic/racial groups 

103 

84 

.03 

Health profiles of different ethnic/racial groups 

102 

84 

.03 

Health issues and diseases disproportionately affecting ethnic/racial diverse groups 

98 

80 

.04 

Demographic profile of diverse populations 

95 

78 

.04 

Becoming a culturally competent health educator 

74 

60 

.04 

Appropriate disease prevention strategies among ethnic/racial diverse groups 

73 

60 

.04 

Complementary and alternative health practices 

72 

59 

.04 

Other 

1 1 

9 

.02 

Cultural competence related skills within program 




Designing culturally appropriate hlth educ & hlth prom prog for 




diverse ethnic/racial communities 

102 

85 

.05 

Developing the ability to understand and respect values, attitudes, and beliefs 




among diverse ethnic/racial groups 

90 

75 

.04 

Implementing hlth educ & prom prog for diverse ethnic/racial communities 

88 

73 

.04 

Developing culturally appropriate strategies and materials 

87 

72 

.04 

Providing hlth educ & prom prog to diverse ethnic/racial communities 

86 

72 

.04 

Designing instruments to conduct needs assessment with clients of diverse 




ethnic/racial backgrounds. 

62 

52 

.04 

Identifying resources in the areas of racial/ethnic diversity and cultural competency 

59 

49 

.04 

Designing instruments to evaluate hlth educ & prom prog for diverse 




ethnic/racial communities 

51 

43 

.04 

Designing media campaigns for clients of diverse ethnic/racial backgrounds 

48 

40 

.04 

Other 

7 

6 

.02 

Cultural competence-related content areas within other programs 




Cultural beliefs and values of different ethnic/racial groups 

41 

76 

.06 

Relationship between health and social issues 

31 

57 

.07 

Demographic profile of diverse populations 

28 

52 

.07 

Relationship between health and culture 

26 

48 

.07 

Health beliefs and practices of different ethnic/racial groups 

24 

44 

.07 

Health issues and diseases disproportionately affecting ethnic/racial diverse groups 

21 

39 

.07 

Complementary and alternative health practices 

14 

26 

.06 

Health profiles of different ethnic/racial groups 

1 1 

20 

.06 

Becoming a culturally competent health educator 

10 

19 

.05 

Appropriate disease prevention strategies among ethnic/racial diverse groups 

8 

15 

.05 

Other 

8 

15 

.05 

a Participants reported more than one response; thus, total percentage is more than 1 00. 




Note: Number and percentage are based on those who answered the question; table does 

not include missing data. 
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Table 3. Faculty Members, Students, and Cultural Competence 

Category 

n 

% 

SE 

Faculty members' commitment to cultural competency 



.09 

Very committed 

47 

38 


Committed 

46 

37 


Somewhat committed 

20 

16 


A little committed 

8 

7 


Not committed 

2 

2 


Faculty members' knowledge about cultural competency 



.08 

Very knowledgeable 

20 

16 


Knowledgeable 

57 

47 


Somewhat knowledgeable 

33 

27 


A little knowledgeable 

10 

8 


Not knowledgeable 

2 

2 


Faculty members' comfort level with cultural competency 



.08 

Very comfortable 

31 

25 


Comfortable 

56 

46 


Somewhat comfortable 

25 

20 


A little comfortable 

7 

6 


Not comfortable 

3 

3 


Faculty members' level of involvement with diverse ethnic. 




racial, cultural groups outside academia 



.09 

Very involved 

17 

15 


nvolved 

44 

38 


Somewhat involved 

33 

28 


A little involved 

18 

15 


Not involved 

5 

4 


Students commitment to cultural competency 



.08 

Very committed 

17 

14 


Committed 

52 

44 


Somewhat committed 

39 

33 


A little committed 

9 

7 


Not committed 

2 

2 


Note: Number and percentage are based on those who answered the question; table does not 
include missing data. 


gram were either very committed or com- 
mitted to cultural competency (Table 3). 
Finally when asked about possible changes 
needed in the program in order to prepare 
their students to become culturally compe- 
tent, fifty-seven percent of the participants 
indicated that they will need to hire new 
faculty members from other ethnic/racial/ 
cultural backgrounds (Table 4). 

DISCUSSION 

Despite a documented need, data from 
this study suggests most health education 
professional preparation programs are not 
offering courses entirely devoted to cultural 
competency. Instead, most programs ad- 
dress cultural competency through their 
core-required courses. Perhaps most trou- 
bling findings from this study indicated that 
the majority of the surveyed programs re- 
ferred students to other departments/pro- 
grams within their institution for courses 
dealing with cultural competency. While no 
value judgment is made on the quality of 
those other departments/programs, they 
might not have the credentials to address 
cultural competence from a health educa- 
tion standpoint. For example, a sociology 
course might address cultural competence 
differently from a psychology course or a 
health education course. While all three 
courses might have some common ele- 
ments, the focus of the information in a 
health education course will better prepare 
students by making an abstract concept 
more relevant to the training needs of fu- 
ture health educators. 

Most participants reported that African 
Americans and Hispanics are the two 
groups most discussed as part of their 
courses. This result supports the finding 
presented by Doyle, Liu, and Ancona. 29 
While African-Americans and Hispanics 
constitute approximately twenty-five per- 
cent of the population, we must recognize 
that other racial/ethnic groups are also 
growing at fast rates and should be part of 
any discussion in health education courses. 
Moreover, it seems that most programs are 
adequately addressing cultural competency 
content-related areas (e.g., cultural and 


health beliefs, health disparities, etc.) in 
their courses as shown by the responses of 
the participants. These results showed a sig- 
nificant improvement in the area of prepa- 
ration of culturally competent health edu- 
cators when compared to results from 
previous studies. 28, 29,31 However, students in 
the field of health education may not be get- 
ting all the skills needed to appropriately 
address the needs of racially/ethnically di- 
verse groups. While most programs are 
teaching students how to design and imple- 
ment culturally appropriate health educa- 


tion and health promotion programs, only 
half of the programs are teaching students 
how to design culturally appropriate instru- 
ments for needs assessment and evaluations 
and how to identify resources in this area. 
As indicated above, these skills (e.g., assess- 
ing needs, evaluating program, acting as a 
resource) are three key responsibilities of 
health educators. 

The results of the present study showed 
that most faculty members at these institu- 
tions are committed and feel comfortable 
with addressing issues of cultural compe- 
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Table 4. Changes Needed in the Program to 
Better Prepare Students in Cultural Competency 

Statement 3 

n 

% 

SE 

Hire faculty member(s) from other 




ethnic/racial/cultural group(s) 

71 

57 

.04 

Bring guest speakers from different ethnic/racial/cultural 




backgrounds to lecture in our courses 

54 

44 

.04 

Offer cultural competence training to faculty members 

53 

43 

.04 

Work with community organizations to offer cultural events 

52 

42 

.04 

Offer new cultural competence-related course(s) 

49 

40 

.04 

Other changes 

22 

18 

.03 

No changes are needed 

10 

8 

.02 

a Participants reported more than one response; thus, total percentage is more than 100. 
Note: Number and percentage are based on those who answered the question; table does not 
include missing data. 


tency with their students. Still, there seems 
to be room for improvement when it comes 
to the level of knowledge of faculty mem- 
bers in this area. Nonetheless, it is impor- 
tant to note that the perception of level of 
commitment, comfort, and knowledge 
could be misleading as these terms could 
be subject to misinterpretation. Future 
studies are needed to better measure these 
concepts. Findings from this study also in- 
dicate that most programs do not offer cul- 
tural/diversity training or education pro- 
grams for their faculty members, and some 
of them acknowledge the need for this type 
of training in order to better prepare their 
students for entry into the workforce. The 
need for cultural/diversity training or edu- 
cation programs is supported by results 
from a recent study that indicated that par- 
ticipation in cultural/diversity focused edu- 
cation influence the level of cultural com- 
petency among health educators. 30 Further 
studies are needed to determine which edu- 
cational activities work best in this effort. 

While over half of the programs in the 
present study identified the need to hire 
more diverse faculty members, given the 
economic and budgetary issues at most in- 
stitutions, hiring new faculty members is 
not as feasible as some of the other possible 


changes. In order to better prepare students 
to become culturally competent, profes- 
sional preparation programs in health edu- 
cation must, at a minimum, get involved 
with diverse groups outside academia, ac- 
cess resources (e.g., guest speakers, cultural 
events) within their surrounding commu- 
nities, incorporate more cultural compe- 
tence related content and skills into their 
core courses, and provide internships or 
service-learning activities that provide stu- 
dents with the opportunity to gain 
multicultural experiences. One way to in- 
corporate cultural competence skills into 
health education courses is by using “A 
guide to choosing and adapting culturally 
and linguistically competent health promo- 
tion materials,” 33 and other materials avail- 
able at The National Center for Cultural 
Competence. These simple steps may help 
improve, in the short-term, courses in the 
health education professional preparations 
in the area of cultural competency. In addi- 
tion, these steps may help increase the stu- 
dents’ commitment in addressing issues of 
cultural competence. 

Several limitations should be considered 
when examining these results. First, partici- 
pants’ bias can be anticipated in any self- 
reported survey; therefore, some bias can 


be anticipated given the respondent’s inter- 
est in responding to a survey on cultural 
competence. Second, the sample respon- 
dents for this study were selected from the 
“Directory of Institutions” 32 published by 
AAHE; thus, it is possible that errors in the 
listing of each program limited the contact 
of the appropriate person and/or program 
to complete the survey. It is also possible 
that some participants were hesitant to dis- 
close information that might show their 
programs in less than a favorable light in 
regard to cultural competence. Conse- 
quently, even after three mailings, the re- 
turn rate was less than anticipated; hence, 
bias in the responses can be expected. Price, 
Murnan, Dake, Dimmig, and Hayes argued 
that surveys research in health education 
should attain a response rate of 60% or 
greater to reduce non-response bias. 34 Still, 
we could contend that the difference be- 
tween a response rate of 60% and 55% is 
minimal; hence, the response bias between 
respondent and non-respondent is limited. 

Moreover, it is important to recognize 
that while the “Directory of Institutions” 
might not be the best available list, it is a 
respectable list as it contains the names of 
institutions accredited by the AAHE/ 
NCATE, CEPH, and SABPAC. In addition, 
there was no difference between the sample 
and the population based on type of degree 
offered at the institutions. Thus, it could be 
argued that there are more similarities than 
differences between respondent and non- 
respondent institutions. Nevertheless, fur- 
ther research is needed in order to better 
generalize these findings. Finally, based on 
the definition of cultural competence pro- 
vided by the Joint Terminology Commit- 
tee, 27 cultural competence examined only 
issues related to culture/race/ethnicity and 
not issues of diversity (e.g., aging or sexual 
orientation) as interpreted by some of the 
respondents, which were beyond the scope 
of this investigation. Replication of this 
study should be conducted every five years 
or so to determine what, if any, cultural 
competency changes have occurred in pro- 
fessional preparation programs. Moreover, 
future research in this area should include 
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questions regarding the number of credits 
of courses in cultural competency, more in- 
depth information regarding the courses, 
preparation of faculty members teaching 
cultural competence courses, definitions of 
cultural competency used by faculty mem- 
bers beyond race and ethnicity, and issues 
related to health disparities among ethnic 
and racial groups. In spite of these limita- 
tions, the findings describe how health edu- 
cation professional preparation programs 
currently address cultural competence as 
part of their programs. 

IMPLICATIONS 

Results from the present study indicate 
that some “form” of cultural competency- 
related education is being taught in health 
education professional preparation pro- 
grams. Data results also indicate “mixed re- 
views” regarding the amount of cultural 
competency training provided for the fac- 
ulty as well as a required cultural compe- 
tency course for students. Although over 
two-thirds of the study participants indi- 
cated their commitment towards cultural 
competency preparation in health educa- 
tion, the vast majority reported that they 
had “outsourced” cultural competency 
courses from various departments/ 
programs within their given institution 
and they do not offer cultural/diversity 
training or education programs for their 
faculty members. Several implications could 
be drawn from this study: 

1. Students in health education profes- 
sional preparation programs would greatly 
benefit from a required cultural compe- 
tency course or courses in health educa- 
tion. Professional accreditation bodies 
such as the AAHE/NCATE, the CEPH, 
SABPAC, and NCHEC should establish the 
requirement of such courses to ensure 
standardized objectives and content areas 
throughout the professional preparation of 
health educators. For example, these 
courses should provide a service-learning 
component in order for students to prac- 
tice many of the cultural competencies in 
an academic-community partnership type 
of setting. 


2. Faculty members could benefit from 
a standardized cultural competency train- 
ing to be conducted on an annual basis. This 
training could be conducted by professional 
organizations in the field of health educa- 
tion. Formal cultural competency training 
would provide faculty with current content 
updates, tools, and information in order to 
enhance their ability to become culturally 
competent and to assess and revise the cul- 
tural competency-related content in the 
courses they teach. This would also provide 
faculty with updated strategies in order to 
better prepare their students in the area of 
cultural competency as they enter the 
workforce. 

3. The profession of health education 
would also benefit from the development 
of discipline-specific standards that address 
cultural and linguistically competent health 
education programs. These cultural com- 
petency standards should be incorporated 
into the most recent “Competency-based 
Hierarchical Model” presented by the Na- 
tional Health Educator Competencies Up- 
date Project. 13 The development and imple- 
mentation of cultural competency 
standards across the health education field 
would encourage health education profes- 
sional preparation programs across the 
country to address these standards in health 
education courses. 

4. Health education professional prepa- 
ration programs should devise a strategic 
plan entailing hiring new faculty members 
representative of the institution’s racial and 
ethnic student population as well as sur- 
rounding community. A short-term ap- 
proach to this would be to hire racially and 
ethnically diverse health education profes- 
sionals in the part-time and lecturer status 
until a full-time tenure-track position be- 
comes available. 

Final thoughts to consider are the direct 
benefits of individuals who possess and 
practice cultural competencies consistently 
in the field of health education. Culturally 
competent academicians lend themselves 
towards educating and training future 
health education professionals. A culturally 
competent health professional is critical not 


only to the profession but to clients, insti- 
tutions, and public communities in which 
it serves. 
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